In the present report the authors describe a case of neuroparacoccidioidomycosis of the cerebellum simulating a neoplastic lesion of the posterior fossa.
Case report
A 39-year-old white man was admitted complaining of progressive staggering gait, headache and tremor ofthe right hand for 3 months. General physical examination was normal. Neurological examination disclosed dysmetria, dysdiadochokinesia, intention tremor of the upper right limb and ataxic gait.
Routine laboratory studies including haemogram, urea, creatinine, glucose, electrolytes, alkaline phosphatase, hepatic transaminases, VDRL, were normal or negative. The erythrocyte sedimentation rate was 34 mm/h. Serological tests for Paracoccidioides brasiliensis: double immunodiffusion 1/16 (normal negative), precipitation test +++ (normal 0), indirect immunofluorescence 1/256 (normal 1/16). A chest X-ray showed the presence of bilateral parahilar micronodular infiltration. Computed tomography examination revealed the presence of a contrast-enhancing lesion in the cerebellar vermis and right cerebellar hemisphere ( Figure 1 ).
Sulphametoxazol 800 mgHrimethoprim 160 mg three times daily was initiated. A posterior fossa craniotomy was performed and the tumour was totally removed. Cerebrospinal fluid obtained during the operation showed protein 181 mg%, glucose 76 mg%, 14 cells (75% mononuclear cells); bacteriological examination (Gram, Ziehl) and cultures were negative; VDRL and Weinberg reactions were negative.
Cerebrospinal fluid serological tests for Paracoccidioides brasiliensis: double immunodiffusion 1/1, precipitation test negative, indirect immunofluorescence 1/10. Histological study (HE and Grocot) of the removed mass were diagnostic of Paracoccidioides brasiliensis granuloma.
The postoperative course was satisfactory and the patient was discharged and was maintained on sulphametoxazol 800 mgHrimetoprim 160 mg twice a day. The patient was reviewed in December 1989, and was asymptomatic. At this time a computed tomography was performed and was normal ( Figure 2 ).
Discussion
Paracoccidioidomycosis is acquired by inhalation of the conidia produced in the mycelial phase, which transforms in the yeast phase, with development of a pulmonary primary complex, akin to tuberculosis-". Subsequent haematogenous dissemination may occur and the most compromised systems are the lungs, lymph nodes and adrenal glands. The incidence of CNS involvement is variable!", ranging from 1.2% (6) to 12.5% (8).
The lesions in the central nervous system are more frequently supratentorial, intraparenchymatous (single or multiple granulomas or abscess), or may involve the meninges leading to arachnoiditis'r-P". The granulomatous form may simulate tumoral lesions':", There are several reports of cerebellar paracoccidioidomycosis, all of them simulating tumoral lesions':", Computed tomography examination is essential to evaluate the number, size and localization of the paracoccidioidal granuloma'P:". Cerebrospinal fluid examination may be normal or show nonspecific abnormalities'r'". The diagnosis may be suggested when a chest X-ray is abnormal, when there are other systemic lesions, where the fungus can be detected, and when the serological tests are positive, but the final diagnosis is histological, with the finding of the microorganism in the lesion, or mycological, with the isolation and identification of the fungus from collected biological materials'".
The surgery was performed in our case to confirm the diagnosis and to remove the mass lesion. The use of sulphametoxazol-trimethoprim has been effective in the treatment of several forms of paracoccidioidomycosis, although the duration of the treatment has not yet been established'v'".
Manufacturers continuously try to improve the safety, durability and reliability of Foley's catheters. However, complications of Foley's urethral catheter owing to rnanufacturing deficiency are sporadically reported. Such complications include failure of the balloon to deflate or bursting and the fragments being retained in the urinary bladder':".
We present a case of rare complication of Foley's urethral catheter. The catheter was completely fractured and its distal 8 cm part was retained in the urinary bladder.
Case report
A 28-year-old Indian patient was admitted to the hospital with unstable angina. Cardiac angiography revealed three stenotic coronary arteries disease. An emergency coronary bypass was performed. The patient's saphenous vein was used to utilize three grafts. Postoperatively, the patient developed cardiac tamponade and an immediate exploration revealed a small bleeding point on the surface of one of the bypass grafts. The bleeding was secured and it was decided to close the skin of the wound and to leave the sternotomy unsutured in case re-exploration was deemed necessary. A 14 Fr, silicone-coated latex Foley's urethral catheter was inserted to monitor the urine output. The catheter balloon was inflated with 10 ml of water. The patient was maintained on volume cycle ventilator.
In the first postoperative day, the patient was on the ventilator when he became restless and despite attempts to restrain him, he pulled out the endotracheal tube and the Foley's urethral catheter. The endotracheal tube was reinserted and the patient was given extra dose of diazepam. Upon inspecting the urethral catheter, its tip including the balloon part was missing. As the patient was scheduled to have delayed wiring of the sternotomy, urethrocystoscopy Was performed in the same sitting. There was no disruption of the urethral mucosa. Congestion and haemorrhagic petechiae were observed over the posterior urethra and the bladder neck. The distal 8 em of the Foley's catheter was (Figure 1 ). There were few small rubber fragments in the bladder which were removed by Ellick's evacuator.
Three months later, the patient had no complaint of urological symptoms when he was reviewed in the outpatient clinic. Flowmetry demonstrated a flow rate of 18 mlls. Ascending and descending urethrogram excluded the development of urethral stricture.
Discussion
Severe traction on the urethral catheter will lead to the constraint of its balloon and forcible removal of the catheter with potential urethral damage. In this case, the Foley's catheter fractured before the balloon was deflated, as suggested by the retaining of the distal part of the catheter.
Cracks on the surface of silicone oil coated latex urinary catheters have been demonstrated by electron microscopy examinatiorr'. However, complete fracture of Foley's urethral catheter, we believe, has never been reported.
